Key to the paper · This Report de®nes a set of international standards in basic (undergraduate) medical education, structured according to nine areas with a total of 38 criteria. Standards are speci®ed for each criterion, using two levels of attainment. The ®rst set de®nes the base line or minimal or essential requirements to medical schools. The second set deals with the dimension of quality development of medical schools and their educational programmes. · The use of such a categorization of standards means that medical schools at various stages of development and with different educational traditions, socio-economic and cultural conditions can use the system of standards at a level appropriate to them. Standards should not lead to uniformity but function as a lever for change and reform. · The set of standards might best be used in quality assessment studies of medical schools based on a combination of institutional self-evaluation and peer review. · To reach the implementation phase, the WFME Task Force is currently considering the production of a manual or practical guide for data collection and evaluation of medical schools on the basis of these standards. · By publicising the Report, the World Federation for Medical Education invites medical educators and institutions, organizations and authorities engaged in basic medical education to discuss and comment on both the proposed set of standards and the issue of implementing such standards as tools in assessment of medical schools.
Introduction and background
The Executive Council of the World Federation for Medical Education (WFME) in December 1998 decided to establish an international Task Force with the purpose of de®ning international standards for basic (undergraduate) medical educational programmes as part of its project on`International Standards in Medical Education: Assessment and Accreditation of Medical Schools' Educational Programmes'. 1 In order to contribute to change and innovation in basic medical education, the need for which has been documented frequently, 2±6 WFME recently decided to extend implementation of its educational policy 7, 8 to the institutional level as described in the WFME Position Paper. 1 The ®rst target was basic (undergraduate) medical education in medical schools. The initiative will subsequently be extended to postgraduate medical education.
The WFME project on`International Standards in Medical Education', recommended by the World Health Organization and the World Medical Association, has three main intentions:
· to stimulate medical schools to formulate their own plans for change and for quality improvement in accordance with international recommendations; · to establish a system of national and/or international assessment and accreditation of medical schools to assure minimum quality standards for medical school programmes; · to safeguard practice in medicine and medical manpower utilization, and its increasing internationalization, by well-de®ned international standards of medical education.
Only a minority out of more than 1500 medical schools world-wide are subject to external assessment and accreditation procedures. Such omission causes major concern when the need for reform is well documented. The rapid increase in the number of new medical schools in the last decades, many established on inadequate grounds (e.g. some private`for pro®t' schools), adds to the disquiet.
A central part of the new WFME strategy is to give priority to specifying international standards and guidelines for medical education for both institutions and their educational programmes. Adoption of such standards will constitute a new framework for medical schools to measure themselves.
Starting in the latter part of 1999, a Working Party involving participants from eight countries and ®ve continents undertook the ®rst stage of a project to de®ne international standards in basic medical education. Members of the Working Party encompassed particular expertise at medical school, governmental and international levels, as well as in quality assurance, standard setting and licensing.
This interim report represents the completion of the ®rst stage of the project. It is being published as part of the wider consultation which will culminate in a set of standards for basic medical education that medical schools world-wide will be able to embrace and use to both assure and improve on the quality of education and training being offered.
The consultation now being embarked on will ensure the acceptability, usefulness and relevance of the WFME International Standards in Basic Medical Education. The consultation will include the following steps:
· Receipt of individual and institutional comments in response to this publication. The WFME will welcome all feedback offered. It will be built into the development of the ®nal statement of International Standards. · When all comments have been received, draft guidelines for using the standards will be proposed and volunteer medical schools will be sought in each world region to pilot test the International Standards in practice. A ®nal document and accompanying guidelines for use will then be published. These might include details of how to use the International Standards within departments, throughout whole medical schools, for local standard setting and quality improvement, within internal and external peer review systems.
Principal considerations
The concept of international standards
The Working Party is in agreement that a core of international standards can be de®ned for basic medical education. This core of standards will take account of the variations among countries in medical education, due to differences in teaching tradition, culture, socioeconomic potential, the health and disease spectrum, and different forms of health care delivery systems. Such differences can also occur within individual countries. The scienti®c basis of medicine is universal; the task of medical education everywhere is the provision of health care. Notwithstanding variations, the primary purpose of medical education in any society being to prepare students for the practice of medicine in that particular society, there is a high degree of equivalence of structure, process and product of medical schools worldwide.
The global set of standards for medical education, the subject of this Report, is not to be equated with an entirely different issue, namely the feasibility or otherwise of a global core curriculum. The construction of a global core curriculum requires a systematic comparative study of curricula from medical schools around the world, an undertaking outside the scope of this Working Party.
The core of the medical curriculum consists of the fundamental theory and practice of medicine, speci®c-ally basic biomedical, behavioural and social sciences, general clinical skills, clinical decision skills, communication abilities and medical ethics. These elements have important bearing on the concept of international standards in medical education and must be addressed by all medical schools aiming to produce safe practitioners of quality.
An equally relevant area for international standards is the process of medical education. Desirable practices in educating the basic doctor, in keeping with well-recognized and accepted principles of learning, together with the institutional conditions for educational activities, must form the basis for international standards.
Important examples of common national guidelines for basic medical education already exist.
9±11 Core standards are, of course, to be modi®ed or supplemented according to regional, national and institutional needs and priorities. WFME has clearly emphasized, 1 that there can be no interest in fostering uniformity of educational programmes. Moreover, quality assurance of medical school programmes must emphasize improvement and provide guidance for achieving it. Otherwise, de®nition of minimum standards might be interpreted as a levelling of quality among institutions.
The value of de®ning international standards is described in the 1998 WFME Position Paper. 1 Standards, ®rst of all, can be used by the educational institutions as their basis for internal evaluation and quality improvement. Standards are a necessary tool when external assessment and accreditation of medical schools are carried out.
Assessment and accreditation
Standards for basic (undergraduate) medical education have been used for many years in national systems of assessment and accreditation of medical education. The methods used differ from country to country.
Accreditation implies review of the performance of the organization, its aspirations and capabilities, measured or described against de®ned criteria and standards, and production of a report. The purposes of accreditation are to bring about improvements in the structure and performance of an institution by re¯ec-tion and review, to gain information about resource allocation and to require accountability. It is essential to clarify whether the accreditation process is conducted for quality control, quality assurance, quality improvement or a combination of these, so that the process can match the purpose. It is also necessary to clarify whether the accreditation process is voluntary or mandatory, public or con®dential.
Accreditation systems should:
· offer acceptable and relevant criteria; · assess performance relevant to the criteria; · offer feasible and acceptable assessment methods; · offer reliable and discriminatory assessments; · promote effective practice-based assessment, and · be quality-led, not accountability-led.
Types of standards differ and it is necessary to distinguish between:
· minimum and optimal standards; · absolute, developmental or normative standards; · internal or external standards, and · core and optional standards.
Standards must be describable, meaningful, appropriate, relevant, measurable and accepted by the users. They must have implications for practice, recognize diversity and foster adequate development.
Measurement and description are important in the evaluation process. Narrative descriptive reporting, while lacking validity, is highly informative: context is recognized and comparison allowed over time, but not cross-institutional comparisons. Numerical grading, on the other hand, can lead to league tables, inducè score-seeking' behaviour, ignore contextual factors and assume that`absolute good' can be de®ned and measured, and is less informative.
Data-gathering is of equal importance. Clari®cation must be given on which sources have been used to obtain the information, who collected and veri®ed the data and if internal or external involvement was used. Also the level of data-gathering must be speci®ed.
Before establishing an assessment±accreditation system, a decision must be taken regarding the nature of feedback. This includes policy on local dissemination of the submission, the report structure, the issue of con®dentiality, the level of speci®city and how the impact of the assessment will be made known and followed up, as well as how advice about quality improvements is to be implemented.
The accreditation process should have quality assurance built in at all stages, with attention to development, implementation, output, management and organization.
Advantages and reservations
On the basis of these considerations, the members of the Working Party weighed the`pros' and`cons' of formulating international standards as a basis for assessment and subsequently accreditation of medical schools and their educational programmes.
Assessment based on generally accepted standards is an important incentive for improvement and for raising the quality of medical education, both when reorientation and reform are pursued, and also to promote continuous improvement and development.
Adoption of internationally accepted standards has every promise of providing a basis for national evaluation of medical schools and being an instrument for solving national or regional con¯icts.
The Working Party considers that the operation of standards can promote discussion and stimulate development of consensus about objectives, and will help schools to formulate essentials and to de®ne the core of medical education. Standards will broaden opportunities for educational research and development and foster discussion and cooperation across departmental and other boundaries.
The existence of standards will empower educators in their effort to bring about change and serve to guide medical students' choices.
For curriculum planners, acceptance of standards will save time and resources.
The use of standards for quality assessment provides valuable orientation for funders, politicians and society.
Placing medical education on a basis of shared international standards will profoundly facilitate exchange of medical students and ease the acceptance of medical doctors in countries other than those in which they trained. In consequence, the burden of controlling for competencies of doctors who have been educated in foreign medical schools will be diminished.
Finally, substandard medical schools and inadequate health care can be improved locally, nationally and internationally by use of an assessment and accreditation system based on internationally accepted standards.
The Working Party is aware of the resistance from both institutions and countries to any interference with the traditional institutional autonomy of medical schools, and realises a number of problems exist relating to the introduction of standards and accreditation. Included is the reservation that standards tend to focus on minimum requirements with a risk of driving the quality downwards; the fear is also sometimes expressed that adoption of ritualistic standards might reduce concern with quality development.
Another problem is the potential risk of conformity of educational programmes, prohibiting experimentation with new paradigms and methods.
Accreditation might, in some situations, give a sense of being controlled and can induce insecurity with respect to the utilization of the information.
Standards might have a lack of common relevance and create dif®culties because of differences in curriculum content and differences in the resources available for meeting the standards.
Furthermore, local differences in health priorities, in the organizational structures, the legal frameworks and the academic traditions can be obstacles to developing common standards. Globally, lack of common educational models, different systems of training, and differences in religious and cultural context must be taken into consideration. However, it should be remembered that the demographic development in regions and countries increases the importance of the cross-cultural dimension of the practice of medicine.
There might be a tendency to equate`international' with`western' standards. Medical schools in different countries may be at different stages of development and there will be a need to be congruent with local standards.
It has also been claimed that the use of international common educational standards will lead to loss of graduates to other countries and thus increase the present problem of`brain drain '. Hesitancy about open assessment is often related to questions of resource allocation, which can lead to game-playing, comparison with standards having a tendency to be used for accountability. There could thus be a risk of being used as a political scorecard.
Finally, there are the costs of the accreditation process.
Recommendations from the Working Party
Balancing advantages with reservations, and mindful of the clear and signi®cant need for reform, the Working Party considers that time is ripe for common international standards for basic medical education to be explored. The standards arrived at must be formulated on the following premises:
· Only general aspects of medical schools and medical education should be covered. · Standards should be concerned with the content, process, educational environment and outcome of medical education. · Standards should function as a lever for change and reform. · Compliance with standards must be a matter for each country or community itself. · Standards must be formulated in such a way as to acknowledge regional and national differences in the educational programme, and allow for different pro®les and developments of the individual medical schools, respecting reasonable autonomy of the medical schools. Use of a common set of international standards does not imply or require complete equivalence of programme content and products of the medical school. · Standards should respect the dynamic nature of programme development. · Standards are formulated as a tool which medical schools can use as a basis and a model for their own institutional and programme development. · Standards should not be used in order to rank medical schools. · Standards are intended not only to set minimum requirements but also to encourage quality development beyond the levels speci®ed. The set of standards, in addition to basic requirements, should include directions for quality development. Such standards are not an`either/or' matter, but a matter of speci®c conduct and intentional planning. Furthermore, some schools might develop so unique a quality as to go beyond standards achieved by most medical schools. Such`standards' might, in the long run, serve as examples for new goals setting in medical schools. · Standards should be further developed through broad international discussion and consensus. · The value of the standards must be tested in pilot assessment studies in each region. Such pilot projects should be based on a combination of voluntary institutional self-evaluation and peer review.
Using these premises as a guide, the Working Party recommends to the Federation that WFME should propose the following set of international standards based on a number of criteria in nine areas.
*

International standards for basic medical education
The Working Party recommends to WFME the following set of standards, which are structured according to a number of areas and criteria.
Areas are de®ned as broad components in the structure and process of medical education.
Criteria are de®ned as speci®c aspects of an area, corresponding to performance indicators.
Standards are speci®ed for each criterion using two levels of attainment:
· Basic standard. This means that the standard must be met by every medical school from the outset and ful®lment demonstrated during assessment of the school. Basic standards are expressed by a`must'. · Standard for quality development. This means that the standard is in accordance with international consensus about best practice for medical schools and basic medical education. Medical schools should be able to demonstrate ful®lment of some or all of these or that initiatives to do so have or will be taken. Ful®lment of these standards will vary with the stage of development of the medical schools, their resources and educational policy. Even the most advanced schools might not comply with all standards. Standards for quality development are expressed by a`should'.
Area 1. Mission and objectives
Criterion A: Statements of mission and objectives
Basic standard The medical school must de®ne its mission and objectives and make them known to its constituency. The mission statements and objectives must describe an educational process to produce a medical doctor competent at a basic level, with an appropriate foundation for further training in any branch of medicine and in keeping with the roles of doctors in the health system.
Quality development
The mission and objectives of a medical school should encompass social responsibility, research attainment, community involvement and the relation to postgraduate medical education (vocational/ specialist training and continuing medical education).
Criterion B: Participation in formulation of mission and objectives
Basic standard The mission statements and objectives of a medical school must be de®ned by its major stakeholders (e.g. the dean and faculty member of the medical school, the government and the profession).
Quality development Over time, formulation of mission statements and objectives should be based on input from a wider range of representatives of academic staff, students, the community, education and health care authorities and professional organizations.
*The Working Party is aware of the complex interactions and links between the various areas and criteria.
Criterion C: Policy on academic independence
Basic standard There must be a policy that the administration and faculty of the medical school are responsible for and are free to design the curriculum and allocate the resources necessary for its implementation.
Quality development The contributions of the academic staff should address the curriculum designed by the medical school and the educational resources should be distributed in relation to the educational needs.
Criterion D: De®nition of educational outcomes
Basic standard The medical school must de®ne what competencies its students should exhibit on graduation, including the relationship of such competencies to the diverse needs of society.
Quality development Over time, the medical school should measure and use information about competencies of their graduates as feedback to programme development.
Area 2. Educational programme and principles
Criterion A: Curriculum models and instructional methods Basic standard The medical school must de®ne the curriculum models and instructional methods employed (discipline-, system-, problem-based, etc.) on the basis of sound learning principles.
Quality development
The curriculum and instructional methods should ensure the students have active responsibility for their learning process and should prepare the students for lifelong, self-directed learning.
Criterion B: Scienti®c foundation
Basic standard The medical school must teach the principles of scienti®c and evidence-based medicine, and analytical and critical thinking throughout the curriculum.
Quality development The curriculum should include elements for training students in scienti®c thinking and research methods, e.g. the use of elective research projects to be conducted by medical students.
Criterion C: Role of basic sciences
Basic standard The medical school must identify and incorporate in the curriculum the contributions of basic biomedical sciences to create understanding of the scienti®c knowledge, concepts and methods fundamental to acquiring and applying clinical science.
Quality development The medical school should adapt the contributions of sciences basic to medicine to scienti®c, technological and clinical development and to the health needs of society.
Criterion D: Role of behavioural and social sciences and medical ethics Basic standard The medical school must identify and incorporate in the curriculum the contributions of the behavioural sciences, the social sciences and medical ethics that provide the knowledge, concepts, methods, skills and attitudes necessary for effective communication and clinical decision making.
Quality development The medical school should adapt the contributions of the behavioural and social sciences and medical ethics to scienti®c developments and to changing demographic and cultural context and health needs of society.
Criterion E: Role of clinical sciences and skills
Basic standard The medical school must ensure that students acquire knowledge of the clinical sciences and skills (including communication skills) necessary to assume clinical responsibility upon graduation.
Quality development The medical school should ensure that every student has early patient contact leading to participation in patient care, and should structure the different components of clinical skills training and involvement in patient care, including teamwork with other health professionals, according to the stage of the study programme.
Criterion F: Curriculum structure, composition and duration
Basic standard The medical school must describe the content, extent and sequencing of courses and other curriculum elements, including the balance between the core and optional content, and the role of health promotion, preventive medicine and rehabilitation in the curriculum, as well as the interface with unorthodox medical practice.
Quality development The medical school should assure both horizontal (concurrent) and vertical (sequential) integration of the curricular components.
Criterion G: Programme management
Basic standard The curriculum committee of the medical school must be given the authority for planning and implementing the comprehensive curriculum, which goes beyond speci®c discipline interests, and the ability to exhibit suf®cient control over the curriculum to secure its objectives being achieved within the existing rules and regulations.
Quality development The curriculum committee should be provided with resources for creation and conduction of experiments with new curriculum models and innovations in methods of learning and evaluation in medical education.
Criterion H: Linkage with medical practice
Basic standard Operational linkage must be assured between the educational programme and the next stage of training or practice that the student will enter upon graduation.
Quality development The curriculum committee should seek input from the environment in which graduates will be expected to work and, over time, undertake programme modi®cation in response to feedback from the community and society.
Area 3. Assessment of educational outcomes
Criterion A: Assessment methodology Basic standard The medical school must de®ne and describe the methods used for assessment of their students, i.e. the balance between formative and summative assessment methods, the number of examinations and other tests, the balance between written and oral examinations, the use of special types of examinations (e.g. objective structured clinical examinations) and clearly state the criteria for passing level at examinations.
Quality development The medical school should document and evaluate the reliability and validity of their assessment methods, develop new assessment methods and, over time, ensure the use of external examiners.
Criterion B: Relationship between assessment and learning
Basic standard Educational objectives and learning methods must be clearly compatible with the assessment principles, methods and practices.
Quality development The number of examinations should be adjusted by integrating assessments of various curricular elements in order to prevent curriculum overload and to encourage integrated learning.
Area 4. Students
Criterion A: Recruitment and admission policy
Basic standard The medical school must have a recruitment and admission policy document.
Quality development Based on relevant societal and professional data, the medical school should re®ne the policy document to improve its selection criteria, to re¯ect the capability of students to become doctors, the suitability for covering the variations in competencies related to diversity of medicine, and to comply with the social responsibilities of the institution and health needs of community and society.
Criterion B: Methods of selection
Basic standard Methods and rationale of selection of students must be clearly stated.
Quality development There should be a statement describing the relationship between selection, the educational programme and the desired qualities of graduates. The medical school should also establish a mechanism for appeal.
Criterion C: Student intake
Basic standard The size of student intake must be de®ned and related to the capacity of the medical school at all stages of education and training.
Quality development The student intake should be reviewed in consultation with relevant stakeholders and regulated periodically, in line with the needs of community and society.
Criterion D: Student support and counselling
Basic standard A programme of student support and counselling must be offered by the medical school.
Quality development The medical school should assure counselling is based on monitoring of student progress, and address social and personal needs, ®nancial matters, academic support and career guidance.
Criterion E: Student representation
Basic standard The medical school must have a policy on student representation and appropriate participation in the design, management and evaluation of the curriculum.
Quality development The medical school should encourage and facilitate student organizations, including student self-government and social activities, and ensure student representation on educational committees and other relevant bodies.
Area 5. Academic staff/faculty
Criterion A: Recruitment policy Basic standard The medical school must have a staff recruitment policy. The recruitment policy shall, as a minimum, outline the balance of skills required to deliver the curriculum adequately, including the balance between medical and non-medical academic staff, as well as the ratio between full-time and part-time staff.
Quality development The medical school should develop a policy for de®nition of staff selection criteria, including scienti®c and educational merits, relationship to the mission of the institution and economic considerations, and other issues (i.e. racial, religious, gender).
Criterion B: Staf®ng policy
Basic standard The medical school must have a staf®ng policy which addresses a balance of teaching, research and service capacity and functions, and rewards (promotion and remuneration) for academic activities, with appropriate emphasis on research and teaching.
Quality development The staf®ng policy of the medical school should include teacher training and development, teacher appraisal, teacher±student ratio relevant to various curricular components and teacher representation on relevant bodies.
Area 6. Educational resources
Criterion A: Physical facilities Basic standard The medical school must ensure that it has suf®cient educational resources for the student population and for the delivery of the curriculum, including libraries, lecture halls, tutorial rooms, laboratories, computers, etc.
Quality development The medical school should endeavour to improve the learning environment for the students by updating and extending its facilities.
Criterion B: Facilities for clinical training
Basic standard The medical school must ensure adequate number of patients and suf®cient facilities for clinical training in hospitals including ambulatory services, clinics, primary care settings, health care centres and other community settings for its student population.
Quality development
The facilities for clinical training should be adjusted to ensure clinical training which is adequate to the needs of the population in the geographically relevant area and should consider the use of skills laboratories as a tool to ensure adequate clinical training. Af®liated institutions should regularly be evaluated for their appropriateness and quality regarding clinical training.
Criterion C: Information technology and networking
Basic standard The medical school must have a policy which addresses the use of information and communication technology in the educational programme, and enables the school to evaluate new technology and to stay contemporary.
Quality development The medical school should integrate the use of computers in the medical curriculum and provide access to computers and to internal and external networks for students and teachers.
Criterion D: Research attainment
Basic standard The medical school must have a policy on the relationship between research and education activities and must describe the research facilities at the institution.
Quality development
The interaction between research and education activities should be fostered and research attainment, as well as educational contributions, clearly rewarded in appointment of academic staff.
Criterion E: Medical education expertise
Basic standard The medical school must have a policy on teaching and learning methodology and the use of educational expertise in medical education.
Quality development Over time, the medical school should have access to experts in teacher development or from a medical education unit and demonstrate evidence of use of such expertise for development of staff.
Criterion F: Exchange with other educational institutions
Basic standard The Medical school must have a policy for collaboration with other educational institutions (e.g. other medical schools, public health schools and institutions for education of other health and health related professions) and for the transfer of educational credit.
Quality development Over time, the medical school should encourage provision of resources to facilitate regional and international exchange of academic staff and students.
Area 7. Monitoring and evaluation of programmes and courses
Criterion A: Mechanisms for programme evaluation Basic standard The medical school must establish a mechanism for programme evaluation, ensure that basic data about the medical programme is available through monitoring of the curriculum and of student progress, and ensure that programme evaluation addresses identi®ed concerns.
Quality development Over time, the programme evaluation should address all components (input, process, output, outcome (e.g. career choice and postgraduate performance), and context as well as the totality of the medical educational system.
Criterion B: Student and teacher opinion
Basic standard In the programme evaluation the opinion of both teachers and students must be sought systematically.
Quality development Over time, students and teachers should be actively involved in the programme evaluation process.
Criterion C: Student Performance
Basic standard Student performance (average study duration, scores, pass and failure rates, success and dropout rates) must be analysed in relation to the curriculum.
Quality development Student performance should be analysed in relation to student background, conditions and entrance quali®cations, and should be used to provide feedback to the curriculum planners.
Criterion D: Feedback of evaluation information
Basic standard There must be mechanisms to convey and process information from programme evaluation for purposes of a dynamic curriculum development and continuous improvement.
Quality development Over time, involvement of experts in medical education, its problems, processes and practices, and conduct of research in medical education should further broaden the base of evidence for quality of medical education at the institution.
Criterion E: Involvement of stakeholders
Basic standard Programme evaluation must involve the governance and administration of the medical school, the academic staff and the students.
Quality development Over time, all relevant stakeholders (e.g. governmental authorities, community and private agencies, professional associations, postgraduate educators, etc.) should have access to results of course and programme evaluation, and their views on the relevance and development of the curriculum should be considered.
Area 8. Governance and administration
Criterion A: Organizational structure Basic standard At the outset, a group of faculty members must, as a curriculum committee, be given the authority to design and manage the medical curriculum.
Quality development There should be representation in the curriculum committee of the academic staff, the students and other participants in the educational process and, over time, consideration for including external representation on the governing bodies.
Criterion B: Educational budget and resource allocation Basic standard The medical school must have suf®cient autonomy to direct resources in an appropriate manner in order to achieve the overall objectives of the school.
Quality development There should be a clear line of responsibility and decision making concerning the curriculum and its resourcing.
Criterion C: Academic leadership
Basic standard The responsibility of the academic leadership at the institution for the medical educational programme must be clearly stated.
Quality development The academic leadership of the medical school should be evaluated at de®ned intervals with respect to achievement of the mission and objectives of the school.
Criterion D: Administrative staff and management
Basic standard The administrative staff of the medical school must be appropriate to support the implementation of the school's educational programme and to ensure good management and deployment of the educational resources.
Quality development The management of the medical school should include a programme of quality assurance and the management should submit itself to regular auditing.
Criterion E: Interaction with health sector Basic standard The medical school must have a constructive interaction with the health and health-related sectors of society and government.
Quality development The medical school should, over time, institutionalize such collaboration.
Area 9. Continuous renewal of the medical school
Basic standard The medical school must, as a dynamic institution, initiate a programme and procedures for regular reviewing and updating of fundamentals of the institution, its structure and activities.
Quality development Over time, the process of renewal should address the following issues:
· Adaptation of the mission and objectives of the medical school to the scienti®c, socio-economic and cultural development of the society. · Modi®cation of the required competencies of the graduating students in accordance with documented needs of the environment graduates will enter. The modi®cation shall include the clinical skills training and involvement in patient care appropriate to responsibilities encountered upon graduation. · Adaptation of the curricular model and instructional methods to ensure that these are appropriate, relevant and contemporary. · Adjustment of curricular elements and their relationships in-keeping with developments in the biomedical sciences, the behavioural sciences, the social sciences, the clinical sciences, and changes in the demographic pro®le and health/disease pattern of the population, and socio-economic and cultural conditions. The adjustment shall assure that new relevant knowledge, concepts and methods be included and outdated ones discarded. · Development of assessment principles, and the methods and the number of examinations according to changes in educational objectives and learning goals and methods. · Adaptation of student recruitment policy and selection methods to changing expectations and circumstances, especially changes in the premedical education system and the requirements of the educational programme. · Adaptation of recruitment and staf®ng policy regarding the academic staff according to changing needs of the medical school. · Updating of educational resources according to changing needs of the medical school, i.e. the student intake, size and pro®le of academic staff, the educational programme and contemporary educational principles. · Re®nement of programme monitoring and evaluation. · Development of the organizational structure and management principles in order to cope with changing circumstances and needs of the medical school and, over time, accommodating to the interests of the different groups of stakeholders.
